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Abstract
Smith, Laura Ann Bailey. Ed.D. The University of Memphis, May 2016.
Differential Prediction of Resilience among Individuals with and without a History of
Abuse. Douglas Strohmer, Ph.D.
This study evaluated the differential relationship between spirituality, hope, and
mutuality for predicting resilience among 253 young adult participants (47 men, 206
women; M = 22; SD = 5.66) with history of abuse (n = 64) or without (n = 189).
Backwards-stepwise multiple regression analyses revealed statistically significant models
in populations with a history of abuse (p < .01, R2 = .43) and those without (p < .01, R2 =
.36), with no statistical difference in the variance between models (Z = .51, p = .30).
Implications for counselors are provided.
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Differential Prediction of Resilience among Individuals with and without a History of
Abuse
People living in the United States are presented with the widespread problem of
the abuse that, affects individuals indiscriminately across their lifespan (Acierno et al.,
2010; Children’s Bureau, 2015; Read, Ouimette, White, Colder, & Farrow, 2011; World
Health Organization, 2013). The World Health Organization defines abuse as an action
that causes harm to another individual and can include variations such as neglect, and
physical, sexual, financial or psychological abuse. Abusive acts and the subsequent
trauma responses have been associated with several negative psychosocial outcomes that
may lead to the symptoms of PTSD, depression, substance abuse, and health concerns
(Hussey, Chang, & Kotch, 2006; Peres, Moreira-Almeida, Nasello, & Koenig, 2007;
Read et al., 2011). Given these dire considerations, it is important that counselors identify
the constructs that influence how clients respond to abuse and develop evidence-informed
interventions that may promote their well-being and optimal development.
One construct that several researchers have identified as a putative indicator of
someone’s capacity for an adaptive response to abuse is the degree that they exhibit
personal resilience (Cohen, Ferguson, Harms, Pooley, & Tomlinson, 2011; Jones, 2012;
Lee, Nam, Kim, & Kim, 2013; Peres et al., 2007; Smith, Tooley, Christopher, & Kay,
2010; White, Driver, & Warren, 2010). These researchers equated higher levels of
resilience with the ability to recover from adversity with higher levels of psychological
well-being, while Smith et al. defined resilience as simply the ability to bounce back and
cope with negative or adverse experiences. Although there are several biological and
psychosocial factors that contribute to an individual’s innate resilience (Pantelis &
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Bartholomeusz, 2014), this construct also exemplifies the movement towards
psychological well-being that is at the center of therapeutic goal attainment and may be
particularly important for clients who have a history of abuse. Smith et al. found support
for this notion by demonstrating that resilience can be developed through personal
experience, social learning processes, or direct encouragement, and suggested it could be
an outcome in counseling. Some researchers have focused on the factors that influence an
individual's perception of resilience, and found that constructs such as mutuality (Deci,
La Guardia, Moller, Scheiner, & Ryan, 2006; Weinstein & DeHaan, 2014), hope (Hirsch,
Visser, Chang, & Jeglic, 2012; Kagan, 2014), and spirituality (Wachholtz &
Sambamoorthi, 2011; Walker, Reese, Hughes, & Troskie, 2010), were associated with
resilience and greater psychological well-being, particularly after experiencing some
form of trauma or abuse.
Mutuality and Resilience
Mutuality is defined as the relationship and exchange of feelings, thoughts and
activities between two people, as in a social exchange (Genero, Miller, Surrey, &
Baldwin, 1992). Deci et al. (2006) looked at the impact of mutuality and support in a
close friendship and found that it predicted psychological well-being, including lower
depression and anxiety, and better overall health and feelings of vitality. Weinstein and
DeHaan (2014) found mutuality was strongly correlated with achievement motivation
and future goal setting among participants’ family members and close friends. Murphy
and Cramer (2014) found that perceptions of mutuality were associated with use of
therapeutic core conditions (Rogers, 1957) and progress toward treatment goals. Taken
together, these studies demonstrate that perceptions of mutuality contribute to important

2

life variables that influence the degree that individuals believe they can achieve, overall
well-being, and the trajectory of counseling outcomes.
Hope and Resilience
Herth (1992) defined hope simply as an expectation that a goal will be achieved.
He also considered other aspects that contributed to the meaning of hope such as time;
specifically a focus on the future, interrelationships, and positivity readiness as a trait.
Kagan (2014) looked at the connection between having strong spiritual beliefs and the
specific hope that life will improve in those who have experienced a traumatic crisis and
found a correlation with more positive psychological well-being. Hirsch et al. (2012) also
researched the effects of hope on participants’ psychological well-being and found that it
led to decreased suicidal ideation. Researchers such as Bogar and Hulse-Killacky (2006)
have also looked at the effects of hopelessness and found that it led to poor psychological
well-being as well as poor physical health. All of these researchers found strong
correlations between different aspects of hope and found higher levels of hope led to
greater psychological well-being, as well as decreasing depression and suicidal ideation.
Spirituality and Resilience
Spirituality is a personal journey between an individual and their choice of
transcendent being that is often focused on an individual’s search for meaning and
purpose (Frankl, 1963; Peres et al., 2007; Smith et al., 2010). Spirituality is set apart from
religion, as religion is described as a structured framework of a particular set of beliefs
(Robert & Kelly, 2015). Researchers have found that many individuals already turn to
spirituality as a form of coping during a traumatic event (Peres et al., 2007; Walker et al.,
2010). Wachholtz and Sambamoorthi (2011) and Walker et al. found that spirituality
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positively impacted individuals’ perceived and objectively measured physical health and
psychological well-being after a trauma. Additionally, Wachholtz and Sambamoorthi
studied how positive religious coping skills could be taught in therapy and found that
these skills also increased psychological well-being. Each of these studies found strong
correlations between spirituality and coping, better physical health, and greater
psychological well-being after experiencing trauma or abuse.
Rationale and Purpose of the Study
In many cases, the relationships between mutuality, hope, and spirituality have
been investigated individually, or in reference to categorical variables such as psychiatric
diagnosis, specific experiences, and demographic data (Hirsch et al., 2012; Jones, 2012;
Lee et al., 2013). Researchers in each of these studies found correlations between the
impact of mutuality, hope, or spirituality on resilience, but no research was found
predicting the degree that each of these constructs was predictive of resilience in relation
to each other. Therefore, the purpose of this study was to identify the degree that
mutuality, hope, or spirituality predict perceptions of resilience among adults who
identified as having a history of abuse when compared with those who do not. The
general research questions guiding our inquiry were: (a) Which predictive constructs
account for the most variance in the model on resilience for individuals who identify as
having a history of abuse?; (b) Which predictive constructs account for the most variance
in the model on resilience for individuals who did not identify as having a history of
abuse?; and (c) Is there a difference between the predictive relationships among the three
constructs of mutuality, hope, and spirituality on resilience when comparing the results
between the abuse and no abuse history populations? With these findings accounted for,
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counseling practices can be better informed by an understanding how each of the
individual constructs affect emergent resilience, which may represent an ability to better
cope with negative experiences among clients.
Method
Participant Characteristics
Participants were 253 men (n = 47, 19%) and women (n = 206, 81%) who were
enrolled in coursework at a large university in the mid-Southern region of the United
States. Participants were mostly young adults with a mean age of 22 (SD = 5.66) who
identified as having a history of abuse (n = 64, 25%) or not (n = 189, 75%). The majority
of participants identified as being single (n = 215, 85%), while others reported being
married/partnered (n = 32, 13%), separated (n = 2, <1%), divorced (n = 3, 1%), or
widowed (n = 1, <1%). Participants reported primarily Caucasian (n = 126, 50%) and
African American (n = 106, 42%) ethnic identities, with others identifying as
Hispanic/Latino (n = 7, 3%) or other (n = 14, 5%).
Measurement of Constructs
Resilience. The Brief Resilience Scale (BRS; Smith et al., 2008) was developed
to assess someone’s ability to bounce back, or recover well from a stressful situation.
Originally, Smith et al. developed the questionnaire with student populations as well as
cardiac and chronic pain patients. The BRS is a six-item self-reported measure that has a
5-point Likert-type scale which ranges from Strongly Disagree to Strongly Agree. It
utilizes reverse scoring and higher scores indicate higher levels of resilience. Items
include: “I usually come through difficult times with little trouble” and “I have a hard
time making it through stressful events.” Smith et al. reported good internal consistency
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(α = .80-.91) and test-retest reliability (r = .69) for scores on the BRS and a strong degree
of discriminant predictive validity. Reliability coefficients for the scores reported in this
sample were within the good range (α = .81) as reported in Table 1.
Mutuality. The Mutual Psychological Development Questionnaire (MPDQ;
Genero, Miller, Surrey, Baldwin, & Lawrence 1992) assesses how a participant’s closest
relationship influences their well-being and can be given in either the Friend or the
Partner form. Since the sample will not be limited to those in a relationship, the MPDQFriend version will be given. The MPDQ-Friend includes 22 items that are self-reported
and answered on a 6-point Likert-type scale which ranges from Never to All the Time.
Higher scores indicate higher levels of mutuality, and it utilizes reverse scoring (Genero
et al., 1992). Participants are prompted to answer the first 11 items which begin with the
sentence stem, “When we talk about things that matter to my friend, I am likely to...” An
example of the 11 items that follow is “be receptive.” The other 11 items start with the
sentence stem, “When we talk about things that matter to me, my friend is likely to…”
and the following items are characterized by “change the subject.” Genero et al. reported
good internal consistency (.89-.92) and good construct validity (Genero et al., 1992).
Reliability coefficients for the scores reported in this sample were within the excellent
range (α = .90) as reported in Table 1.
Hope. The Herth Hope Index (HHI; Herth 1992) was developed as a shortened
version of the Herth Hope Scale. It was originally developed for use with adults, and can
be utilized with the same populations as the Herth Hope Scale (Herth, 1992). It is a 12
item self-reported measure utilizing a 4-point Likert-type scale ranging from Strongly
Disagree to Strongly Agree (Herth, 1992). It has three subscales of time/future,
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interrelational, and positivity readiness. Each subscale is comprised of four questions. An
example of the time/future subscale question is “I can recall happy/joyful times,” while
for interrelational subscale an example question is, “I feel alone,” and positivity readiness
or a way of being exemplified by, “I can see possibilities in the midst of difficulties.”
Herth found that the HHI has a test-retest reliability of .91, and shows construct validity
as well as criterion related validity with the full Herth Scale (.92). Reliability coefficients
for the scores reported in this sample were within the acceptable to good range (α = .58.73) as reported in Table 1.
Spirituality. The Spiritual Attitudes Inventory (SAI; US Army Center for Health
Promotion and Preventive Medicine, 2009) was developed in order to assist professionals
to assess spiritual needs. The SAI is a 28-item self-reported measure that asks a variety of
questions including Agree versus Disagree as well as how much time the participant
spends on religious activities. It was compiled by using questions from four other
spiritual and religious inventories including: Duke University Religion Index, Spiritual
Well-being Scale, Religious Coping Scale, and the Multidimensional Health Locus of
Control Scale (US Army Center, 2009). The questions taken from each of these
inventories formed the four related subscales: importance of organized religion;
existential well-being; negative religious coping; and locus of control.
Importance of organized religion consisted of five items where higher scores
indicated high levels of religiosity, and utilized Likert-type scales from Definitely True to
Definitely not True and More than Once a Day/Week to Never/Rarely and included
questions such as “My religious beliefs are what really lie behind my whole approach to
life,” and “How often do you attend church or other religious or spiritual meetings?”
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Existential well-being was measured by 10 items that equated to higher levels of
existential well-being with question such as “I don’t know who I am, where I came from,
or where I’m going” utilizing a 6-point Likert-type scale from Strongly Agree to Strongly
Disagree. Negative religious coping was measured by seven items that are reversed
scored so that high scores indicate lower negative religious coping. Questions were in a
4-point Likert-type scale format that ranged from A Great Deal to Not at all and included
items such as “I have wondered what I did for God to punish me.” The last subscale,
locus of control, consists of six items where higher scores indicate an internal locus of
control. It asks questions such as “If I take care of myself, I can avoid illness.” The
overall score can also be utilized to represent greater spiritual beliefs. The US Army
Center reported that each of the four subscales had internal consistency that ranged from
.60-.98. Reliability coefficients for the scores reported in this sample were within the
good to very good range (α = .76-.89) as reported in Table 1.

Table 1
Means, Standard Deviations, Reliability Coefficients, Bivariate Correlations, and Initial
Model Variance Inflation Factors (VIF) for Predictor and Criterion Variables.
M

SD

α

Resilience

20.39

4.26

.81

1. Mutuality Mean

4.79

.62

.90

2. Time/Future (HHI)

12.85

2.00

.65

3. Positivity Readiness
(HHI)

13.82

1.70

4. Interpersonal (HHI)

13.22

1.97

5. Existential WellBeing (SAI)

47.78

8.07

6. Negative Religious
Coping (SAI)

24.77

3.31

7. Locus of Control
(SAI)

19.60

5.88

Variable

1

2

3

4

5

6

7

VIF
Abuse

VIF No
Abuse

*

.42

.50

.48

.54

.29

-.03

1.21

1.75

*

.70

.68

.73

.30

-.06

4.39

2.49

*

.68

.70

.33

.04

3.65

2.48

*

.71

.34

.03

2.77

2.51

*

.38

.08

4.07

2.86

*

.11

1.32

1.19

*

*

1.06

.73

.58
.89

.76

.83
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Procedure
After receiving Institutional Review Board approval, students enrolled in graduate
and undergraduate counseling, educational psychology and research, and counseling
psychology classes were solicited through their professors to complete a single
administration of the MPDQ-Friend (Genero et al., 1992), the HHI (Herth, 1992), BRS
(Smith et al. 2008), and SAI (US Army Center, 2009). First, students were provided with
a brief 1-page description of the study and given the option to take the protocol in person
or online. Next, participants were given an informed consent document that highlighted
the voluntary nature of the study and that their academic standing would not be affected
if they decided not to participate. Finally, participants completed a survey protocol that
included a demographic questionnaire (age, biological sex, cultural background, and
history of abuse which was solicited through a “yes” or “no” answer choice), as well as
the four measures of assessment.
Data Analysis
All participant responses were compiled, entered into the Statistical Package for
the Social Sciences (SPSS, 2012), and subjected to data analyses.
Statistical power analysis. The number of participants required to establish
statistical power for our research design at the .80 level based on α = .05 was identified
by conducting an a priori power analysis using the G*Power 3 statistical power analysis
program (Faul, Erdfelder, Lang, & Buchner, 2007). This analysis revealed that a sample
size of 55 was necessary to detect a medium effect between our predictor variables for
estimating change among scores on the BRS for each of the models (abuse and no abuse).
Given the sample of 64 participants who identified as having an abuse history and 189
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who identified as not having an abuse history, we regard our analyses as trustworthy for
making inferences about the relationships between study variables.
Preliminary analysis. The data imputation procedure for missing values was
conducted (N = 5 of 17,204, <.01%). The assumptions for linear regression were tested
and the locus of control subscale did not meet the assumption of linearity for the
participants who did identify as having a history of abuse. Also, the importance of
organized religion did not meet the assumption of linearity for either population. Next,
bivariate correlations and variance inflation factor (VIF) values were inspected among
predictor variables in order to test multicollinearity. The analyses yielded
intercorrelations among predictor variables and variance inflation factors within the
acceptable range for both samples, thus justifying the inclusion of the selected scales
within a regression model. Finally, we tested the assumptions of normality and
homoscedasticity and we considered the assumptions met. See Table 1.
Primary analysis. The influence of spirituality, hope, and mutuality for
predicting resilience was modeled using step-wise multiple regression analyses with stepdown variable selection for participants who identified as having a history of abuse and
for those who did not. This approach was selected as an exploratory approach to identify
the predictive model that best explained the criterion of resilience across participant
groups. Statistically significant differences between the amounts of explained variance of
BRS scores within the resulting models (abuse versus no abuse) was tested using Fisher’s
Z test.
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Results
Means, standard deviations, and Cronbach’s alpha reliability coefficients for all
criterion and predictor variables are reported in Table 1.
Participants with Abuse History
The initial regression model for participants who identified as having a history of
abuse was statistically significant, F(6, 57) = 7.24, p < .01, R2 = .43 and indicative of a
large effect size (see Table 2). Among the predictor variables, no significant findings
were detected for mutuality mean (β = -.11, p = .32), time/future (β = .33, p = .12),
positivity readiness (β = -.03, p = .89), interpersonal (β = .04, p = .81), existential wellbeing (β = .36, p = .08), and negative religious coping (β = .06, p = .59). The final
regression model was also statistically significant, F(3, 60) = 15.01, p < .01, R2 = .43
indicative of a large effect size wherein 43% of the variance among BRS scores was
accounted for by the final set of predictor variables (See Table 2). Among the categorical
variables, existential well-being was positively related to the reported degree of resilience
(β = .40, p = .03), while non-significant findings were detected for mutuality (β = -.11, p
=.31), and time/future (β = .33, p =.06).
Table 2
Summary of Regression Initial and Final Models of Mutuality, Hope, and Spirituality
Predicting Resilience among Participants with a History of Abuse

Initial Model
Resilience
Mutuality Mean
Hope
Time/Future
Positivity Readiness

B

SE B

β

t

-.77

.77

-.11

-1.00

.77
-.07

.49
.51

.33
-.03

1.57
-.14

11

F

R2

7.24**

.43

Table 2
Summary of Regression Initial and Final Models of Mutuality, Hope, and Spirituality
Predicting Resilience among Participants with a History of Abuse

B

SE B

β

t

.10

.39

.04

.24

.19

.11

.36

1.77

.07

.13

.06

.54

β

t

Initial Model
Interpersonal
Spirituality
Existential Well-Being
Negative Religious
Coping
Final Model

B

SE B

Resilience
Mutuality
-.77
.75
-.11 -1.02
Hope
Time/Future
.77
.41
.33
1.89
Spirituality
Existential Well-Being
.21
.10
.40 2.25*
* = significant at the .05 level ** = Significant at the .01 level

R2

F

F

R2

15.01**

.43

Participants with No Abuse History
With all predictor subscales that met the assumptions included, the backwards
regression analysis of participants who did not identify as having a history of abuse
yielded a statistically significant model, F(7, 181) = 14.79, p < .01, R2 = .36 indicative of
a large effect size (see Table 3). Among the predictor variables, time/future (β = .28, p <
.01) and existential well-being (β = .23, p = .25) were positively related to the reported
degree of resilience. We detected non-significant for mutuality mean (β = .01, p = .87),
positivity readiness (β = .04, p = .69), interpersonal (β = .06, p = .55), negative religious
coping (β = .12, p = .07), and locus of control (β = -.03, p = .67). The final regression
analysis yielded a statistically significant model, F(3, 185) = 34.78, p < .01, R2 = .36
indicative of a large effect size wherein 36% of the variance among BRS scores was
12

accounted for by the final set of predictor variables (See Table 3). Among the predictor
variables, time/future (β = .32, p < .01), existential well-being (β = .27, p < .01) and
negative religious coping (β = .13, p = .04) were positively related to the reported degree
of resilience.
Table 3
Summary of Regression Initial and Final Models of Mutuality, Hope, and Spirituality
Predicting Resilience among Participants without a History of Abuse

B

SE B

β

t

.09

.53

.01

.17

.58
.12
.09

.19
.23
.20

.28
.04
.06

3.03**
.41
.61

.12

.05

.23

2.26*

Negative Religious Coping

.16

.09

.12

1.81

Locus of Control

-.02

.05

-.03

-.43

Initial Model
Resilience
Mutuality
Hope
Time/Future
Positivity Readiness
Interpersonal
Spirituality
Existential Well-Being

Final Model
Resilience
Hope
Time/Future
Spirituality
Existential Well-Being
Negative Religious Coping

B

SE B

β

t

.66

.17

.32

3.94**

.14
.18

.04
.09

.27
.13

3.23**
2.07*

F

R2

14.79**

.36

F

R2

34.78**

.36

* = significant at the .05 level ** = Significant at the .01 level
Differences in Amount of Variance Predicted Between Models
The Fisher’s Z test for differences between the amounts of variance explained
within models for participants reporting abuse versus no abuse history was not

13

statistically significant, Z = .51, p = .30. This finding suggests that despite the resulting
models yielding a different number of meaningful predictors for scores on the BRS
across groups, the differential prediction was not meaningfully dissimilar.
Discussion
The findings of this study provide quantifiable depictions of the differential
prediction of resilience of individuals with and without abuse history within the context
of hope and spirituality. Across models, one aspect of spirituality, existential well-being,
was the only construct to significantly predict resilience for both populations. This
supports previous research that spirituality is an integral part of the healing and coping
process, and additionally identifying which aspects of spirituality have significant impact
(Peres et al., 2007; Wachholtz & Sambamoorthi, 2011; Walker et al., 2010). Hope for the
future and a lack of negative religious coping was also found to be a significant predictor
in those who did not have a history of abuse, which also supported previous research
(Bogar & Hulse-Killacky, 2006; Kagan, 2014; Wachholtz & Sambamoorthi, 2011;
Walker et al., 2010). Each of the overall models accounted for more variance than the
individual constructs added together. Therefore, it could be conjectured that it is the
combination of these variables that has the most impact, versus any construct alone.
When looking at the specific questions used to delineate the subscales of
existential well-being and time/future, one can see similarities in the way the two
concepts include a focus towards the future. Kagan (2014) also found a connection
between hope for the future and aspects of spirituality. However, the HHI subscale of
time/future includes questions that focus more on a sense of optimism about the future
and a belief that things will turn out well, while existential well-being included questions
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focusing on having a sense of meaning and purpose in the lives that is guiding their
future. This might account for the significant finding for existential well-being and not
time/future in those who have a history of abuse, as having a purpose and meaning does
not mean that one has a positive sense of the future and that goals will be actually be
achieved or attained.
In contrast to previous studies, I did not find mutuality to be a significant
predictor within this study. Researchers in the past had looked at mutuality from the close
friend and family point of view, and found that there was a significant correlation
between higher levels of mutuality and positive attributes such as motivation and positive
psychological health (Deci et al., 2006; Weinstein & DeHaan, 2014). However, each of
these studies looked at only mutuality as a predictor within their studies. It may be that
when combined in a model with other factors such as existential well-being and hope,
that mutuality may either be a supporting variable that increases the benefits of the
others, or that while it may have a correlational relationship with resilience, it does not
have a predictive one.
Implications for Counseling Practice
Counselors may use these results as a way to inform their treatment planning
process. There were no differences found overall between the two models of those who
have experienced abuse and those who have not, and so the implications suggested could
be applied to both populations. Additionally, it was the combination of the constructs into
the final models that accounted for the most impact on resilience. This signifies the need
to focus on each of the varying aspects in counseling, such as existential well-being, hope
for the future, and more positive religious coping. When clients enter counseling, the first

15

step may be to determine the clients’ current levels of each of these constructs. This could
help to determine which construct needs more support and growth during the counseling
process. Since existential well-being, or a client’s search for meaning and purpose, was
specifically found to be significant for clients who have a history of abuse as well as
those who do not, makes it a particularly important concept to work on in counseling.
However when focusing on spirituality or existential well-being in counseling, the
counselor should first determine the importance of spirituality to the client and to hold to
the spiritual competencies, in which the Association for Spiritual, Ethical, and Religious
Values in Counseling (ASERVIC; 2016) describes the guidelines for addressing
spirituality in counseling. A counselor can help their client work towards higher levels of
existential well-being by using a more existential approach to help clients to become
more self-aware of not only where they currently believe themselves to be in their search
for meaning, but also to be more aware of who they are and how they feel in the moment.
If a client comes to counseling with high levels of negative religious coping, it may be
helpful to work on increasing positive religious coping as Wachholtz and Sambamoorthi
(2011) described in their article. Finally, clients may also benefit from setting goals for
the future and practicing positive thinking about the possibility of those goals coming
true.
Implications for Public Policy
The implications of this study must be considered carefully in light of the agenda
of discrimination laws that are being considered across the country with varying levels of
success. This includes laws like those recently passed in North Carolina and Mississippi
which allows for the discrimination of those with different beliefs and values, such as
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lesbian, gay, bisexual, and transgendered individuals based on one’s religious beliefs.
Additionally, lawmakers have proposed an amendment directed at counselors to the state
of Tennessee’s Code specifically which, at the time of this writing, has passed in the
Senate (SB 1556) and the House (HB1840). This amendment would permit counselors to
refuse clients based on the client’s goals and desired outcomes contradicting the
counselor’s religious beliefs, despite this contradicting the ACA’s Code of Ethics (2014).
Section C.5 dictates that counselors may not discriminate against our clients for any
reason and A.4.b describes how a counselor must be aware of their own values and avoid
imposing them on clients. Our research helps to highlight why these bills, specifically the
TN bill, could be a dangerous precedent and would be especially damaging for the
LGBTQ populations. Our research shows being open and exploring one’s spirituality, not
one’s religion, as being an important aspect of growing resilience and greater
psychological well-being (Lee et al., 2013; Smith et al., 2010). If a counselor refers
clients who have different religious beliefs, claiming that a client’s goals conflict with
their own beliefs, then a client’s spiritual needs may not be addressed in a counseling
relationship. There could be multiple reasons behind a client’s spiritual needs not being
addressed due to this amendment, such as the client being unwilling to bring up their true
goals in fear of being referred by their counselor which may also create a feeling of
rejection; or the client may even choose not to attend counseling due to perceived
judgment by a potential counselor based on differences in their beliefs.
Limitations and Recommendations for Future Research
Although the findings of this study provide some stimulating content to consider
when working with clients or engaging in professional advocacy, some caveats are noted
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related to sample and generalization of findings across populations. One may be that as
all of the measures included in this study relied on self-report only, there may have been
some differences in participants reported perceived levels of each construct, and the
levels of each in actuality. Another may be that the university is located within the MidSouthern region of the United States, where spirituality and religion are prominent in
many local traditions, social functions, and family values (Webster, Watrel, Archer, &
Brunn, 2015). This may make it more difficult to generalize these results outside of such
a spiritual and religion focused area. Also, only those students enrolled in courses within
one department of the university were recruited for this study. Further the counseling
programs were housed in this department potentially leading to a higher number of
counseling students participating than the general population. Some may consider
counseling students, in particular, to have a different level of awareness in regards to
dealing with trauma. Each of these factors could limit the generalizability of the research,
and so it is recommended that the study be replicated in other areas of the country and
with differing populations to see if there are any changes to the results. As different
cultures experience and respond to trauma and abuse differently, and have different views
of spirituality, another recommendation for future research would be to look at ethnicity
and culture as a covariate.
This study is focused on broader constructs that can be used to inform future
research on what affects the development of resilience. Future research may benefit from
focusing further on the constructs that were shown to significantly predict resilience, such
as Spirituality and its sub-constructs, existential well-being in particular, in order to
understand what specifically can be done in therapy to help to increase resilience.
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Researchers may also benefit from further exploration of the connection between
existential well-being and the hope sub-construct of time/future, and why this differs for
those who have experienced abuse and those who have not. As negative religious coping
was found to be a predictor for resilience within the no abuse history population only,
further studies may be needed to distinguish which aspects of this sub-construct
contributes to these differences between the abuse and no abuse history populations as
well.
Also, mutuality needs to be further studied in differing contexts, as we did not
find it to be a significant predictor of resilience. It is particularly important to study as
related concepts, such as the value of support systems, are often considered to be
important aspects of healing. In the future, including a focus on other related constructs
such as forgiveness with resilience overall, as well as with diverse populations would also
be necessary in determining directions to focus on in therapy. Research shows that
forgiveness is a valuable, if controversial, construct that needs to be considered when
discussing resilience (Chang, Kahle, Elizabeth, & Hirsch, 2014; Milgrim, Stern, & Levin,
2006).
Conclusion
The goal of this study was to determine the degree to which certain constructs
impact the development of resilience in those who have a history of abuse and those who
do not. We found that it was the combination of the variables that had the most impact,
and not any one construct. There were a few constructs that were individually significant
and this research highlights the importance of integrating those constructs into counseling
as well as suggesting the importance of being non-discriminatory to our clients to
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promote open and honest discussion about their spiritual beliefs within the counseling
relationship. More research is needed with diverse populations in more diverse settings so
that these results can be better understood.
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Differential Prediction of Resilience among Individuals with and without a History of
Abuse
This prospectus is intended to provide an overview of a research project that will
evaluate how individual constructs affect emergent resilience. I will document the scope
of the problem, the effects of the problem on individuals, and provide a detailed summary
of previous literature. I will provide a detailed description of the method that will be
utilized in conducting the research project, as well as describe some of the assumptions
and potential limitations of the proposed project.
Scope of the Problem
The abuse of individuals has become a widespread problem for people living in
the United States (US). Farlex, Inc. (2016) described abuse as any action that causes
harm to another individual and can include variations such as physical, sexual, or
psychological abuse and neglect. Farlex, Inc. defined each variation separately, but all are
considered to be illegal in the US. An individual may be abused at any point across the
lifespan, and its effects can manifest in myriad psychological problems, which need to be
addressed through counseling. Even if abuse is not their presenting issue, the effects of
previous abuse may impact a client’s current issues.
The Children’s Bureau (2015) reported the prevalence of cases referred to child
protective services of child abuse and neglect for 2013 in the US was approximately 4%
(N = 3,188,085). Hussey, Chang, and Kotch (2006) reported the most common forms of
abuse and neglect of children were: supervision neglect 42%; physical assault 28%;
physical neglect 12%; and contact sexual abuse 5%. Researchers in the American Society
for the Positive Care of Children (SPCC; 2015) looked at the prevalence of sexual abuse
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specifically and found that it had doubled, and currently accounts for 9% of the reported
abuse cases. They also found that 25% of girls and 17% of boys overall will be sexually
abused before they turn 18 years old (American SPCC, 2015).
Although abuse is notably prevalent and well researched in children and
adolescents, it is also an issue that affects adults of all ages. Those who report abuse
regarding the typical adult generally recount rates of domestic violence or intimate
partner violence, and much of this available information is outdated. The American Bar
Association (2011) reported statistics from the 1990’s (25% of women and 8% of men
were raped by their significant other) and some from the early 2000’s (intimate partner
violence made up 20% of all nonfatal violent crimes perpetrated on women and 3% of
those perpetrated on men). Acierno et al. (2010) studied the prevalence of elder
mistreatment in the US and found that in one year, 17% of respondents indicated they
experienced emotional, physical, sexual, or financial abuse, and potential neglect.
Researchers have found that other populations may experience increased levels of
abuse as compared to the general population. Saewyc et al. (2006) studied the prevalence
of sexual and physical abuse on gay, lesbian, and bisexual adolescents. They found that
lesbian and bisexual girls reported the highest amount of sexual abuse (25-50%) and
bisexual boys were ten times as likely to report sexual abuse when compared to
heterosexual boys. Lesbian and bisexual girls and gay and bisexual boys also reported
higher rates of physical abuse than heterosexual boys and girls. Read, Ouimette, White,
Colder, and Farrow (2011) studied the prevalence of traumatic disorders and frequency of
abuse experiences in college students who had just matriculated. Of the 3,014
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participants, 66% identified as having experienced a trauma while 9% reported symptoms
that met the diagnostic criteria for post-traumatic stress disorder (PTSD).
Effects of Abuse on Young Adults and College Students
Researchers have also examined the effects of trauma and abuse that speak to the
implications counselors may expect to encounter in their clients’ lives and in the
counseling relationship. In college students who have experienced a trauma, 9% will
meet the diagnostic criteria for PTSD, which is similar to the statistics of the general
population where 10% of individuals who have experienced sexual abuse will develop
PTSD (Peres, Moreira-Almeida, Nasello, & Koenig, 2007; Read et al., 2011). The other
90% - 91% who do not meet the criteria for PTSD still reported feeling negative
psychological and physiological outcomes such as depression, anxiety, dysthymia, and
weight gain (Peres et al., 2007; Read et al., 2011). Kaplan et al. (1998) looked at other
negative effects for adolescents who had experienced abuse and found they were at risk
for major depression, dysthymia, conduct disorder, drug abuse, cigarette smoking,
adolescent unipolar depressive disorders, and disruptive disorders. Hussey et al. (2006)
detected deleterious relationships between all variations of abuse with general health,
weight, depression, alcohol, and history of violence.
These findings exemplify the relationship between abuse, neglect, and poor
psychological outcomes if no treatment is implemented. The high rates of child abuse,
domestic violence, and elder abuse speak to the need for interventions that are effective at
decreasing the risk for these negative outcomes. It is also important to determine which
psychological constructs influence an individual’s ability to return to a functional state of
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well-being after experiencing an adverse event, particularly in the case of those who also
experienced abuse.
The Role of Resilience within the Trauma Response
Researchers found that individuals exposed to the same adverse experiences,
traumas, or abuse will have differing levels of negative psychological outcomes (Jones,
2012; Lee, Nam, Kim, & Kim, 2013; Peres et al., 2007; Read et al., 2011; Smith, Tooley,
Christopher, & Kay, 2010; White, Driver, & Warren, 2010). Many researchers have
looked at what influences the difference between those who develop diagnosable
disorders following adverse experiences and those who experience less negative
psychological outcomes, or even growth oriented outcomes as a result of their
experiences (Jones, 2012; Lee et al., 2013; Peres et al., 2007; Read et al., 2011; Smith et
al., 2010; White et al., 2010). These researchers attributed these differences to an
individual’s level of resilience, which is one’s ability to cope with negative or adverse
experiences that typically leads to greater psychological well-being (Jones, 2012; Lee et
al., 2013; Peres et al., 2007; Smith et al., 2010; White et al., 2010). Smith et al. found that
resilience can be developed through experience, observation of others’ resilience, or
encouragement, and is therefore a reasonable focus for counseling. Other researchers
have looked at different factors that could also influence the level of resilience an
individual might have such as: spirituality, mutuality, hope, diagnosis, specific
experiences, demographic data, and forgiveness (Deci, La Guardia, Moller, Scheiner, &
Ryan, 2006; Jones, 2012; Kagan, 2014; Lee et al., 2013; Milgrim, Stern, & Levin, 2006;
Peres et al., 2007; Walker, Reese, Hughes, & Troskie, 2010; White et al., 2010). Each of
these studies looked for correlations and impact of the differing criteria on resilience, but
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no research was found comparing which factors had the most impact on the development
of resilience.
Purpose Statement and Research Questions
The purpose of this study was to identify the degree that psychological constructs
(spirituality, mutuality, hope, or forgiveness) predict perceptions of resilience among
adults who identify as having a history of abuse when compared with those who do not.
With these findings accounted for, counseling practices can be better informed by an
understanding how each of the individual constructs affect emergent resilience, which
may represent an ability to better cope with negative experiences among clients.
General Research Question
The general research question guiding this investigation was: To what degree do
spirituality, mutuality, hope, and forgiveness differentially predict perceptions of
resilience?
Specific Research Questions
The specific research questions supporting the activities described herein were:
(a) Which predictive constructs account for the most variance in the model on resilience
for individuals who identify as having a history of abuse?; (b) Which predictive
constructs account for the most variance in the model on resilience for individuals who
did not identify as having a history of abuse?; (c) Is there a difference between the
predictive relationships among the four constructs (mutuality, spirituality, hope, and
forgiveness) on resilience when comparing the results between the abused and nonabused populations?
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Literature and Terms
There is an abundance of research detailing how the levels of an individual’s
psychological constructs influence areas of their life and are related to other
psychological concerns. I have narrowed the focus of this study to the following four
psychological constructs (mutuality, hope, spirituality, and forgiveness) based on
previous research that has shown a connection between each construct with greater
psychological well-being and resilience. I focused on resilience as a criterion as its
definition equates to having a more positive, adaptive, psychological outcome,
particularly in response to a trauma or adverse experience (White et al., 2010). Greater
psychological well-being was used to describe someone’s mental state who has been able
to recover from an adverse situation not only with decreased negative psychological
outcomes (such as depression, anxiety, anger, PTSD, etc.) but also positive outcomes
such as peace and happiness. Resilience is a trait that can be developed by experience,
example, or encouragement, which makes a study of what factors influence that
development important (Smith et al., 2010).
Resilience
Some commonly accepted definitions for resilience include the ability to bounce
back and the ability to recover strength, good humor, and spirits quickly, and it is
generally a putative indicator of greater psychological well-being (Agnes, 2005; Cohen,
Ferguson, Harms, Pooley, & Tomlinson, 2011; Lee et al., 2013; Smith et al., 2010; White
et al., 2010). Within this study, resilience is considered to be the ability to bounce back
and lead to greater psychological well-being (Smith et al., 2010). It can be utilized as a
personal resource that can be developed and refined by interventions (Smith et al., 2010).
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Cohen et al. (2011) determined for individuals to display resilience, they must
face adversity, and then be able to successful adapt or show competence in the
face of that adversity.



Smith et al. (2010) found that high levels of resilience had a positive correlation
with physiological health, and White et al. (2010) found it to correlate with an
individual's ability to cope with traumatic injuries.



Jones (2012) found several pieces of demographic data that were positively
associated with resilience: availability of social support, having independent
living skills competence, being older at discharge, and maintaining contact with
former foster parents.
More research and information is needed on resilience and what factors best

predict its development. Resilience exemplifies the movement towards psychological
well-being that counselors and their clients work towards, and is particularly important
for clients who have a history of abuse. I chose the following constructs that could
potentially add to the development of resilience based on previous research that connects
them to greater psychological well-being and more positive physiological outcomes
which is equated with resilience.
Mutuality
Genero, Miller, Surrey, Baldwin, and Lawrence (1992) described mutuality as the
relationship and exchange of feelings, thoughts and activities between two people, as in a
social exchange. The following researchers found connections and correlations between
the mutuality construct and resilience among various populations.
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Jory and Anderson (1999) found that focusing on relationship goals over personal
goals was effective at increasing mutuality.



Weinstein and DeHaan (2014) discussed how integral relationships with family
and friends can be for an individual’s motivation to succeed and to help direct
their goal choices.



Deci et al. (2006) found that mutuality among friends was related to more positive
psychological health and well-being.



Powell, Denton, and Mattsson (1995) showed that high levels of mutuality in a
familial relationship equated to lower levels of depression.



Some attention has also been given recently to the idea that utilizing mutuality in
the therapeutic relationship can be beneficial (Murphy & Cramer, 2014; Wallin
2014).

Amongst family members, close friends, and in the therapeutic relationships itself,
researchers found that having mutuality led to greater psychological well-being than
those who did not have high levels of mutuality. This would suggest that mutuality may
then have some impact on the development of resilience.
Hope
Hope can be considered a state, a trait, an emotion, and a thought (Hirsch, Visser,
Chang, & Jeglic, 2012; Prieto 2011). Hirsch et al. gave several definitions of hope – as a
trait it is more of a dispositional perception of one’s own ability to meet goals while state
hope is more specific to the situation and focused on the present. Herth (1992) defined
hope simply as an expectation that a goal will be achieved. He also considered hope in
terms of time, relationships, and as a way of being. This study focuses on this trait
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definition of hope. The following research describes hope’s connection to greater
psychological well-being particularly in those who have experienced a trauma or abuse.


Kagan (2014) found that having hope that life would improve and strong spiritual
beliefs were associated with greater psychological well-being after a traumatic
crisis.



Hirsch et al. (2012) found that increased hope lead to a decrease in suicidal
ideation, which suggests it may have an impact on resilience.



Individuals with PTSD often use the word hopelessness to express their emotional
state, and incest survivors appear to lose a sense of possibility in their lives (Peres
et al., 2007; see also Bogar & Hulse-Killacky, 2006).



Many studies have been done that show that pessimism and negativity such as
hopelessness leads to poor mental health and poor physical health (Bogar &
Hulse-Killacky, 2006; Peres et al., 2007; Prieto, 2011).
Studies on hope showed that not only is it related to greater psychological well-

being, but also that the lack of it is related to more negative psychological outcomes.
Hope was specifically linked to greater psychological well-being in populations that had
experienced abuse and trauma as well. This leads to the question of how hope might
affect the development of resilience in those who identify as having or not having a
history of abuse.
Spirituality
Spirituality is a personal journey between an individual and their choice of
transcendent being, and is not the same as religion (Granello & Young, 2012; Peres et al.,
2007; Smith et al., 2010). It often includes the individual search for meaning and purpose
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which Frankl (1963) described as being critical for surviving and thriving, and Granello
and Young described as being derived from “inner wisdom, higher consciousness, and/or
connection to a Supreme Being or life force”(p. 324; see also Robert & Kelly, 2015;
Smith et al., 2010). Religion is seen as a structured framework of a particular set of
beliefs (Granello & Young, 2012) and while there is some controversy about the
inclusion of spirituality and religion into the counseling process, its use is guided by the
Association for Spiritual, Ethical, and Religious Values in Counseling (ASERVIC; 2016)
and their spiritual competencies which are also endorsed by the American Counseling
Association.


Rose, Westefeld, and Ansely (2001) argued that religion and spirituality are
essential to the development of an individual’s personal identity and values (see
also Robert & Kelly, 2015).



McMinn, Ruiz, Marx, Wright, and Gilbert (2006) accounted for the importance of
an individual's spiritual values and ideals as being a part of their identity and
heritage.



Murray-Swank and Pargament (2005) found positive results for spiritual wellbeing and positive religious coping as a treatment intervention.

Spirituality has often been linked with specifically with coping and resilience:


Americans tend to turn to religion and spirituality as their coping mechanism after
experiencing a trauma (Peres et al., 2007; Walker et al., 2010).



27% of the participants in Rose et al.’s (2001) study reportedly believed their
religion or spiritually to be important to their healing or coping process.
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In fact, there have been several scientific studies that have shown that religion
and spirituality have positively impacted clients’ perceived and objectively
measured physical and mental health, in both mentally ill patients and trauma
survivors. (McMinn et al., 2006; Peres et al., 2007; Wachholtz & Sambamoorthi,
2011).



Clients will turn to either a personal God or religious source such as other
members of a church for emotional support after experiencing trauma while
others who are struggling may find that they feel as if they have no possibility of
gaining any spiritual comfort (Walker, Reid, O’Neill, & Brown, 2009).



Some participants felt like their faith in God helped them by providing a sense of
protection and total acceptance, though overall it appeared as if the participants’
spiritual belief-system was what provided them with what they needed (Bogar &
Hulse-Killacky, 2006).



Clients can be taught positive religious coping skills in therapy such as seeking
spiritual support, increasing spiritual connection, asking religious forgiveness, and
collaborative religious coping in order to improve their physical and mental health
by experiencing a successful resolution of the abuse experience and fewer overall
post-traumatic stress symptoms (Wachholtz & Sambamoorthi, 2011; Walker et
al., 2009; Walker et al., 2010).
Researchers showed that individuals are already utilizing spirituality as a coping

mechanism when faced with trauma, and that positive religious coping can be taught and
worked on in therapy to continue increasing the psychological well-being of clients in
therapy. With such direct links already established between the two constructs,
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spirituality is considered to be an integral construct to include when studying the
development of resilience.
Forgiveness
The topic of forgiveness is a growing field of research and has been connected
with topics such as spirituality, hope, populations of survivors of incest, children of
alcoholics, and even self-forgiveness in substance abusers (Chang, Kahle, Elizabeth, &
Hirsch, 2014; Flaskas, McCarthy, & Sheehan, 2007; Freedman & Enright, 1996; Lyons,
2012; Scherer et al., 2012; Webb, Hirsch, & Toussaint, 2015). Freedman and Enright
provided a definition of forgiveness, which is that a person deliberately lets go of
negative feelings towards the offender who hurt them undeservedly, and is even able to
express positive feelings of compassion towards the offender. Freedman and Enright
considered forgiveness in the context of a deep injustice. The following researchers found
correlations between forgiveness and greater psychological well-being in various
populations, including those who had experienced trauma and abuse.


The evidence of several studies lends support to forgiveness work being useful
when counseling survivors of childhood sexual abuse. In fact, 90% of the
participants in Bogar and Hulse-Killacky’s (2006) study stated that forgiveness
was a necessary component of achieving closure (see also Freedman & Enright,
1996; Lev-Wiesel, 1999).



Lev-Wiesel (1999) emphasized forgiveness as being essential to the healing
process by reason of an individual being occupied with negative emotions
towards another person prevents one from investing energy in self-actualization.
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Milgrim et al. (2006) found that those who held onto their anger and wished to
seek vengeance were associated with a more negative affect than those who were
more willing to forgive.



Freedman and Enright (1996) found that their participants maintained their
psychological well-being up to a year after the intervention ended as evidenced by
their higher self-esteem and hope, and lowered depression and anxiety.



Freedman and Enright (1996) also found that many participants were able to enter
into an improved relationship with their abuser, while the other participants felt
relief that forgiveness could just be a cessation of negative feelings, thoughts, and
behaviors toward the abuser. No participants showed any negative effects or
psychological deterioration as a consequence of their work on forgiveness
(Freedman & Enright, 1996).



Eaton and Struthers (2006) described how forgiveness can reduce aggression and
violence.
Some of these studies looked at how forgiveness relates to and can be utilized in

therapy as its own construct (Balkin, Freeman, & Lyman, 2009; Flaskas et al., 2007;
Webb et al., 2015), while others delved into the connection between forgiveness and
long-term outcomes for specific populations (Freedman & Enright, 1996; Scherer et al.,
2012). Each of these studies purport that there is a connection between forgiveness and
greater psychological well-being, which could lead to greater resilience. Some even
argued that forgiveness is essential to the development of resilience, particularly in
individuals who have experienced abuse.
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Method
Participant Sampling
I recruited participants from the Educational Psychology Research Pool, as well
as students enrolled in courses within the Department of Counseling, Educational
Psychology and Research at the University of Memphis to solicit a data collection
opportunity. Participants were provided with a brief description of the study objectives by
their teacher and signed up to take the protocol in person or provided a link to take the
survey online using Qualtrics. Participants were informed that their participation is
voluntary and that a decision not to participate would in no way affect their academic
standing.
Sample Demographics
Demographic information of interest included age, gender, marital status, race,
sexual orientation, and whether or not they have experienced abuse. Those that answer
that they had experienced abuse, they were asked to identify if it was emotional, physical,
sexual, and/or neglect. See Appendix A.
Measurement of Constructs
The following psychometric assessments used to measure constructs were chosen
based on their validity and reliability scores, their subscales, their prominence, their
alignment with researched definitions, and their length.
Brief Resilience Scale. The Brief Resilience Scale (BRS; Smith et al., 2008) was
developed to assess someone’s ability to bounce back, or recover well from a stressful
situation. Originally, Smith et al. (2008) developed the questionnaire with student
populations as well as cardiac and chronic pain patients. The BRS is a six-item self-
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reported measure that has a 5-point Likert-type scale which ranges from Strongly
Disagree (1) to Strongly Agree (5). It utilizes reverse scoring and higher scores indicate
higher levels of resilience. Items include: “I usually come through difficult times with
little trouble” and “I have a hard time making it through stressful events.” Researchers
found it has internal consistency (.8-.91), test-retest reliability (.69) and discriminant
predictive validity (Smith et al., 2008). See Appendix B.
Mutual Psychological Development Questionnaire. The Mutual Psychological
Development Questionnaire (MPDQ; Genero et al., 1992) assesses how a participant’s
closest relationship influences their well-being. The MPDQ can be given in either the
“friend” or the “partner” form. Since the sample will not be limited to those in a
relationship, the “friend” version will be given. The MPDQ includes 48 items that are
self-reported and answered on a six point Likert-type scale which ranges from “Never” to
“All the Time.” Higher scores indicate higher levels of mutuality, as it utilizes reverse
scoring (Ginero et al., 1992). 24 items begin with the prompt “When we talk about things
that matter to my friend, I am likely to” and an example of the following items is “be
receptive.” The other 24 items begin with: “When we talk about things that matter to me,
my friend is likely to” followed by items like “change the subject.” It has an internal
consistency (.89-.92) and was proved to have construct validity (Ginero et al., 1992). See
Appendix C.
Herth Hope Index. The Herth Hope Index (HHI; Herth 1992) was developed as a
shortened version of the Herth Hope Scale. It was originally developed for use with
adults, and can be utilized with the same populations as the full Herth Scale (Herth,
1992). It is a 12 item self-reported measure utilizing a 4-point Likert-type scale ranging
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from “Strongly Disagree” to “Strongly Agree” (Herth, 1992). It has three subscales,
comprised of four questions each: time (I can recall happy/joyful times),
interrelationships (I feel alone), and a way of being (I can see possibilities in the midst of
difficulties). The HHI has a test-retest reliability of .91, and shows construct validity as
well as criterion related validity with the full Herth Scale (.92) (Herth, 1992). See
Appendix D.
Spiritual Attitudes Inventory. The Spiritual Attitudes Inventory (SAI; US Army
Center for Health Promotion and Preventive Medicine, 2009) was developed in order to
assist professional to assess spiritual needs. The SAI is a 28-item self-reported measure
that asks a variety of questions including Agree versus Disagree questions as well as how
much time the participant spends on religious activities. It was compiled by using
questions from four other spiritual and religious inventories including: Duke University
Religion Index, Spiritual Well-being Scale, Religious Coping Scale, and the
Multidimensional Health Locus of Control Scale (US Army Center, 2009). The questions
taken from each of these inventories formed the 4 related subscales: importance of
organized religion; existential well-being; negative religious coping; and locus of control.
Importance of organized religion consisted of five items where higher scores indicated
high levels of religiosity, and utilized Likert-type scales from “Definitely True” to
“Definitely not True” and “more than once a day/week” to “never/rarely or never” and
include questions such as “My religious beliefs are what really lie behind my whole
approach to life” and “How often do you attend church or other religious or spiritual
meetings?” Existential well-being was measured by ten items that equated to higher
levels of existential well-being with question such as “I don’t know who I am, where I
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came from, or where I’m going” utilizing a six point Likert-type scale from “Strongly
Agree” to “Strongly Disagree.” Negative religious coping was measured by seven items
that are reversed scored so that high scores indicate lower negative religious coping.
Questions were in a 4-point Likert-type scale format that ranged from “A Great Deal” to
“Not at all” and included items such as “I have wondered what I did for God to punish
me.” The last subscale, locus of control, consists of six items where higher scores
indicate an internal locus of control. It asks questions such as “If I take care of myself, I
can avoid illness.” The overall score can also be utilized to represent greater spiritual
beliefs. The four sub-scales had internal consistency (.6-.98) (US Army Center, 2009).
See Appendix E.
Forgiveness Reconciliation Inventory. The Forgiveness Reconciliation
Inventory (FRI; Balkin, Harris, Freeman, & Huntington, 2014) was on the basis of
treatment model for addressing forgiveness in counseling. The treatment model was
described as overcoming or relinquishing negative reactions by someone in response to a
wrong done to them. It was created for use in both clinical and non-clinical populations
(Balkin et al., 2014). The FRI breaks down the model into four stages: collaborative
exploration (exploring clients beliefs about forgiveness), role of reconciliation (is it
beneficial for the client to reconnect with the person who wronged them), remorse (is the
perpetrator willing to reconcile and do they feel any guilt over behavior), and
interpersonal/intrapersonal forgiveness (depending on whether perpetrator is involved,
client works towards renegotiating the relationship, otherwise client works to forgive the
unpaid debt within themselves) each of which form the four subscales. The FRI consists
of four questions, one for each subscale, each followed by six word pairings that the
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participant rates on a 5-point scale how closely one or the other relates to their current
feelings. Collaborative Explanation was measured using questions like “Regarding the
person who harmed me, I feel: Peaceful…..Hostile” with higher scores indicating more
negative feelings towards exploration. The role of reconciliation was measured using
items such as “Reestablishing a relationship with the person who harmed me would be:
Helpful….Harmful” with higher scores indicating the person does not feel reconciliation
would be beneficial. Remorse items consisted of “The person who harmed me is:
Remorseful…..Unapologetic” with higher scores indicating that the participant does not
see the offender as having any remorse. Interpersonal/intrapersonal forgiveness items
included “In the future, my relationship with the person who harmed me is likely to be:
Continued…..Discontinued” with higher scores indicating the offender will not be
involved, and the participant is more likely to work towards intrapersonal forgiveness. It
has internal consistency (.88-.93), and showed validity in its high correlation with
degrees of forgiveness in the Forgiveness Scale (Balkin et al., 2014). See Appendix F.
Procedure
When the archival data was collected, I utilized convenience sampling to access
the Educational Psychology research pool to solicit a data collection opportunity. I
conducted participant recruitment and data collection procedures. During recruitment,
participants were provided with a brief description of the study objectives and will be
recruited. See Appendix G. Participants were informed that their participation is
voluntary and that a decision not to participate would in no way affect their academic
standing. Additionally, I recruited in multiple undergraduate classes and master’s level
counseling classes. Some professors and graduate students with teacher’s assistantships
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in the College of Education have agreed to offer this study as an extra credit opportunity
to their students. The amount of bonus and other bonus opportunities were determined by
the professors. I did not recruit any students enrolled in classes of which I was the teacher
or teacher’s assistant.
After potential participants were informed of the voluntary nature of the study,
they were provided with a link to the online version of the Protocol that was created using
Qualtrics, a free program for use by The University of Memphis students. Students also
had the opportunity to take the protocol in person. Each protocol will consist of an
Informed Consent (See Appendix H), the FRI (Balkin et al., 2014), The MPDQ-Friend
(Genero et al., 1992), the HHI (Herth, 1992), BRS (Smith et al. 2008), SAI (2009), and a
demographic questionnaire. The demographic questionnaire solicited participants to
provide their age, biological sex, cultural background, and abuse history. No identifying
information was collected. This protocol took approximately 15-25 min, and was
approved by the institutional review board. See Appendix I.
Data Analysis
All participant protocols will be compiled and entered into the Statistical Package
for the Social Sciences (SPSS) and subjected to data analysis.
Statistical power analysis. We identified the amount of participants required to
establish statistical power for our research design at the .80 level based on α = .05 by
conducting an a priori power analysis using the G*Power 3 statistical power analysis
program (Faul, Erdfelder, Lang, & Buchner, 2007). This analysis revealed that a sample
size of 55 was necessary to detect a medium effect between our predictor variables for
estimating change among scores on the BRS.
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Preliminary analysis. Data will be screened for any missing values. I will
perform the data imputation procedure in SPSS. I will test the four assumptions necessary
for linear regression results to be valid in SPSS. Linearity will be tested utilizing scatter
plot graphs. Normality will be tested by looking at the Q-Q-plot. Multicollinearity will be
tested by looking at the VIF and the bivariate correlations. Finally, homoscedasticity will
be tested by looking at a plot of residuals versus predicted values.
Primary analysis. I will run independent backwards step-wise multiple
regression analyses for individuals who have and have not identified as having a history
of abuse, in order to look for significant relationships between spirituality, hope,
mutuality, and forgiveness on resilience for both the abused and non-abused populations.
Assumptions and Limitations
Some assumptions in regards to this study are that the population of college
students would be representative of the population of those who have and have not
experienced abuse (Read et al., 2011). I also assume that there will be students who have
experienced abuse who will participate in the study. Another assumption is that the four
constructs chosen to study are ones that have some of the greatest impact on resilience,
and that resilience is an integral aspect of growth that can lead to psychological wellbeing. Also, that the measures chosen to test those constructs were the best measures of
those constructs.
There will be some limitations to the study that could influence the results. One
may be that the university is located within the Mid-Southern region of the United States,
where spirituality and religion is often emphasized (Webster, Watrel, Archer, & Brunn,
2015). It is also limiting to the generalizability of the results that students were from one
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department of the school only. Many of the participants will also be comprised of
counseling students. Some may consider counseling students in particular to have a
different level of awareness in regards to dealing with trauma. It may also be a limitation
to include graduate and undergraduate students in the same population pool. The
instrument used to measure forgiveness could also be considered a liability, as it is a new
measure with only the original study’s empirical support. While it was shown to correlate
with the Forgiveness Scales, the FRI focused on the process of an individual’s decision to
forgive versus different aspects of forgiveness (Balkin et al., 2014).
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Appendix A
Demographic Questionnaire
BACKROUND INFORMATION
What is your age? __________ years old
What is your biological sex?
A. Male

B. Female

What is your current marital status?
A. married/partnered

D. divorced

B. single

E. widowed

C. separated
What is the primary cultural background with which you most closely identify?
A. African American/ Black

C. Hispanic/ Latino

B. Caucasian/ White

D. Other:

_______________________________
What is your sexual/ affectional orientation?
A. gay

B. lesbian

C. bisexual

Have you ever been the victim of traumatic abuse?
A. YesB. No
If yes, what types of abuse(s)?
A. Neglect/Abandonment C. Physical
B. Relational/EmotionalD. Sexual
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D. heterosexual

Appendix B
BRS
Resilience
Instructions: “Please indicate the extent to which you agree with each of the
following statements by using the following scale: 1 = strongly disagree, 2 =
disagree, 3 = neutral, 4 = agree, 5 = strongly agree.”

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. I tend to bounce back quickly
after hard times

1

2

3

4

5

2. I have a hard time making it
through stressful events

1

2

3

4

5

3. It does not take me long to
recover from a stressful event

1

2

3

4

5

4. It is hard for me to snap back
when something bad happens

1

2

3

4

5

5. I usually come through difficult
times with little trouble

1

2

3

4

5

6. I tend to take a long time to get
over set-backs in my life

1

2

3

4

5
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Appendix C
MPDQ
We would like you to tell us about your relationship with a close friend

In this section we would like to explore certain aspects of your relationship with your
friend. Using the scale below, please tell us your best estimate of how often you and your
friend experience each of the following:
1 = Never
2 = Rarely

3 = Occasionally
4 = More Often than Not

5 = Most of the Time
6 = All the Time

When we talk about things that matter to my friend, I am likely to…
be receptive
get impatient
try to understand
get bored
feel moved
avoid being honest
be open-minded
get discouraged
get involved
have difficulty listening
feel energized by our
conversation

1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5
5
5
5

6
6
6
6
6
6
6
6
6
6
6

When we talk about things that matter to me, my friend is likely to…
pick up on my feelings
feel like we’re not getting
anywhere
show an interest
get frustrated
share similar experiences
keep feelings inside
respect my point of view
change the subject
see the humor in things
feel down
express opinion clearly

1
1

2
2

3
3

4
4

5
5

6
6

1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5
5

6
6
6
6
6
6
6
6
6
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Appendix D
HHI
Listed below are a number of statements. Read each statement and place an [X] in
the box that describes how much you agree with that statement right now.
Strongly
Strongly
Disagree
1.

Agree
I have a positive outlook
toward life.

2.

I have short and/or long
range goals.

3.

I feel alone

4.

I can see possibilities in the
midst of difficulties

5.

I have a faith that gives me
comfort

6.

I feel scared about my
future

7.

I can recall happy/joyful
times

8.

I have deep inner strength

9.

I am able to give and
receive caring/love

10.

I have a sense of direction

11.

I believe that each day has
potential

12.

I feel my life has value and
worth
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Disagree

Agree

Appendix E
SAI

1.

2.

3.

4.

5.

Please answer the following questions by selecting the one answer that best
describes how frequently you engage in the activities…
How often do you attend church or other religious or spiritual meetings?
More than once a week
Once a week
A few times a month
A few times a year
Once a year or less
Never
How often do you spend time in private religious or spiritual activities such
as prayer, meditation, or the study of religious texts (e.g., Bible, Koran,
Torah, etc)?
More than once a day
Daily
Two or more times a week
Once a week
A few times a month
Rarely or never
For the following, use the scales provided to select the single answer that best
characterizes how true each of the statements is for you…
In my life, I experience the presence of the Divine (i.e., God).
Definitely True
Tends to be True
Unsure
Tends NOT to be True
Definitely NOT True
My religious beliefs are what really lie behind my whole approach to life
Definitely True
Tends to be True
Unsure
Tends NOT to be True
Definitely NOT True
I try hard to carry my religion over into all other dealings in life.
Definitely True
Tends to be True
Unsure
Tends NOT to be True
Definitely NOT True
Using the scales provided, indicate how much you agree or disagree with each of the following
statements2…

6.

I don’t know who I am, where I came from, or where I’m going.
Strongly Agree
Moderately Agree
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Agree
Disagree
Moderately Disagree
Strongly Disagree
7. I feel that life is a positive experience.
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
Strongly Disagree
8. I feel unsettled about my future.
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
Strongly Disagree
9. I feel very fulfilled and satisfied with life.
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
Strongly Disagree
10. I feel a sense of well-being about the direction my life is headed in.
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
Strongly Disagree
11. I don’t enjoy much about life.
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
Strongly Disagree
12. I feel good about my future.
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
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Strongly Disagree

13. I feel that life is full of conflict and unhappiness
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
Strongly Disagree
14. Life doesn’t have much meaning.
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
Strongly Disagree
15. I believe there is some real purpose for my life.
Strongly Agree
Moderately Agree
Agree
Disagree
Moderately Disagree
Strongly Disagree
Please use the scales provided to indicate how often, you have had thoughts or
feelings like those described in the following statements3…
16. I have wondered whether God has abandoned me.
Not at all
Occasionally
Frequently
A Great Deal
17. I have felt punished by God for my lack of devotion.
Not at all
Occasionally
Frequently
A Great Deal
18. I have wondered what I did for God to punish me
Not at all
Occasionally
Frequently
A Great Deal
19. I have questioned God’s love for me.
Not at all
Occasionally
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Frequently
A Great Deal

20. I have wondered if my church has abandoned me.
Not at all
Occasionally
Frequently
A Great Deal
21. I have decided the Devil is responsible for bad things that happen to me.
Not at all
Occasionally
Frequently
A Great Deal
22. I have questioned the power of God.
Not at all
Occasionally
Frequently
A Great Deal
For each of the following statements, use the scales provided to indicate the
extent to which you agree or disagree
23. If I get sick, it is my own behavior that determines how soon I get well again
Strongly Disagree
Moderately Disagree
Disagree
Agree
Moderately Agree
Strongly Agree
24. I am in control of my health
Strongly Disagree
Moderately Disagree
Disagree
Agree
Moderately Agree
Strongly Agree
25. When I get sick I am to blame
Strongly Disagree
Moderately Disagree
Disagree
Agree
Moderately Agree
Strongly Agree
26. The main thing that affects my health is what I myself do
Strongly Disagree
Moderately Disagree
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Disagree
Agree
Moderately Agree
Strongly Agree
27. If I take care of myself, I can avoid illness.
Strongly Disagree
Moderately Disagree
Disagree
Agree
Moderately Agree
Strongly Agree
28. If I take the right actions I can stay healthy.
Strongly Disagree
Moderately Disagree
Disagree
Agree
Moderately Agree
Strongly Agree
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Appendix F
FRI
Forgiveness and Reconciliation Inventory (FRI)
Think about a time when you were harmed/wronged by someone (if a counselor or
caseworker is administering this to you, consider an issue you may be addressing in
counseling). How did you feel toward the person? How was your relationship affected?

Below you will find a statement written in bold and a list of word pairs. Between each
word pair are several ☐. For the following word pairs, place a ✓ on the appropriate
“☐” that indicates
the extent to which you feel more closely to one of the words. You will have only one
“✓” for
each word pair.
Example: Most people are
Trustworthy



☐

☐

☐

☐

Untrustworthy

So, you would check the box above if you felt strongly that most people are
trustworthy. The extent to which you feel different could be represented by checking
one of the boxes to the right of the present mark.
A. Regarding the person who harmed me, I feel
1. peaceful

☐

☐

☐

☐

☐

hostile

2. nurtured

☐

☐

☐

☐

☐

abused

3. well-treated

☐

☐

☐

☐

☐

exploited

4. content

☐

☐

☐

☐

☐

dissatisfied

5. passive

☐

☐

☐

☐

☐

aggressive

6. affection

☐

☐

☐

☐

☐

hatred
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B. Reestablishing a relationship with the person who harmed me would be
7. helpful

☐

☐

☐

☐

☐

harmful

8. generous

☐

☐

☐

☐

☐

selfish

9. selfless

☐

☐

☐

☐

☐

inconsiderate

10. compassionate

☐

☐

☐

☐

☐

unfeeling

11. empathic

☐

☐

☐

☐

☐

indifferent

12. sensible

☐

☐

☐

☐

☐

careless

C. The person who harmed me is
13. remorseful

☐

☐

☐

☐

☐

unapologetic

14. modest

☐

☐

☐

☐

☐

shameless

15. changed

☐

☐

☐

☐

☐

unaltered

16. honest

☐

☐

☐

☐

☐

deceitful

17. principled

☐

☐

☐

☐

☐

manipulative

18. ethical

☐

☐

☐

☐

☐

immoral

D. In the future, my relationship with the person who harmed me is likely to be
19. continued

☐

☐

☐

☐

☐

discontinued

20. pardoned

☐

☐

☐

☐

☐

resented

21. beneficial

☐

☐

☐

☐

☐

useless

22. pursued

☐

☐

☐

☐

☐

avoided

23. healthy

☐

☐

☐

☐

☐

unwell

24. meaningful

☐

☐

☐

☐

☐

worthless
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Appendix G
The Relationships between Forgiveness and Mutuality, Resilience, Spirituality, and Hope
Laura A. Bailey, M.S. lbailey3@memphis.edu
Counseling EdD Student
Data will be collected in person during lab hours. I will be trying to coordinate these
hours with the class schedules and hold them either before or after your classes. It will
take approximately 20 - 30 minutes to complete. We will begin data collection in
February; please email me at lbailey3@memphis.edu for lab hour times if you are
interested in this study. What is needed from you is genuine responses to our
questionnaires, and perhaps a writing utensil!
The research being conducted is a battery of surveys and questionnaires (i.e. items).
There are 5 items total to be completed in addition to a demographic or background
information survey. Each item relates to a different aspect that we are trying to measure
in the general population and find connections and relationships between these different
aspects. The 5 areas that we are studying are: Hope, Resilience, Spirituality, Forgiveness,
and Mutuality. The Hope Index looks at the expectations of goals being achieved. The
Brief Resilience Scale looks at your ability to bounce back from a stressful situation.
Spirituality Scale looks at several different aspects of spirituality and religiosity, but does
not discriminate between different religions, nor will you be asked to identify your
religious preferences. The Forgiveness Scale asks about your beliefs in regards to 4
different aspects of forgiveness. Finally the mutuality scale looks at your closest
relationships (family member, significant other, and/or best friends) and how this affects
your personal well-being. There are no right or wrong answers to any of these questions,
we are merely interested in the levels of each of these items in the college population, and
how these items’ levels relate to each other. Thank you for your consideration to
participate in our study!
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Appendix H
Informed Consent
Principal Investigator: Laura A. Bailey, M.S.
Study Title: The Relationships between Forgiveness and Mutuality, Resilience,
Spirituality, and Hope
Institution: The University of Memphis
The following information is provided to inform you about the research project and
your participation in it. Please read this form carefully and feel free to ask any
questions you may have about this study and the information given below. You will
be given an opportunity to ask questions, and your questions will be answered. Also,
you will be given a copy of this consent form.
Your participation in this research study is voluntary. You are also free to withdraw
from this study at any time. In the event new information becomes available that
may affect the risks or benefits associated with this research study or your
willingness to participate in it, you will be notified so that you can make an informed
decision whether or not to continue your participation in this study.
For additional information about giving consent or your rights as a participant in this
study, please feel free to contact the IRB at 901-678-2533 or email
irb@memphis.edu.
Purpose of the study: The purpose of this study is to identify the processes of
forgiveness that predict resilience and if mutuality, hope, and/or spirituality are also
related to one or more processes of forgiveness. Meaning, is there a connection
between mutuality, hope, and/or spirituality to resilience through one of these four
processes of forgiveness. You are being asked to participate in this study to help
represent a random sample of the college student population. We hope to find
connections that will help guide future treatment to better outcomes for clients.
Description of procedures to be followed and approximate duration of the
study:
This study will require you to complete a brief demographic questionnaire, a survey
about hope, spirituality, forgiveness, capacity to recover quickly (resilience), and a
sense of shared identity (mutuality). The reading requirements are minimal and
should take approximately 20-30 minutes to complete.
Expected costs:
There is no financial cost or liability to you for your participation in this study.
Description of the discomforts, inconveniences, and/or risks that can be
reasonably expected as a result of participation in this study:
There are minimal risks anticipated with your participation in this study. However, if
you experience any discomfort, discontinue your participation in the study and
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notify the proctor immediately. If needed, the proctor can provide you with
information to receive free support or counseling services from the University
Counseling Center.
Compensation in case of study-related injury:
There is no monetary compensation associated with participation in this study.
Furthermore, U of M does not have a fund set aside for compensation in the case of
study related injury.
Anticipated benefits from this study:
a) A potential benefit to science and to humankind is in gaining further knowledge
of the relationship between spirituality, resilience, mutuality, hope, and forgiveness
b) A potential benefit for participants is an opportunity for insight and increased selfawareness in answering questions regarding spirituality, resilience, mutuality, hope, and
forgiveness.
c) A potential benefit of this study is implications for treatment planning in a
therapeutic setting, using knowledge of the relationship between spirituality, resilience,
mutuality, hope, and forgiveness, within the general population as well as when working
with a client who has been abused in some way to increase better outcomes for patients
Alternative treatments available: NA
Compensation for participation: None
Circumstances under which the Principal Investigator may withdraw you from
study participation:
All participants must be at least 18 years of age, If not 18 years of age please notify
proctor.
What happens if you choose to withdraw from study participation:
There will be no financial or academic penalty for withdrawing from the study.
Contact Information. If you should have any questions about this research study or
possible injury, please feel free to contact Laura A. Bailey, M.S at
lbailey3@memphis.edu or Stephen Lenz, Ph.D. at 901-678-1413, with questions
regarding the research subjects’ rights, Jacqueline Y. Reid, Administrator for the
Institutional Review Board for the Protection of Human Subjects should be
contacted at 678-2533.
Confidentiality. All efforts, within the limits allowed by law, will be made to keep
the personal information in your research record private but total privacy cannot be
promised. No personal identifying information that will link your identity to your
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responses will be collected. All responses will be referred to by an arbitrary number
assigned by researcher after all data has been collected. Additionally, there will be
no link between your identity and responses in any professional products that may
results from this study (e.g. publications or presentations) as responses will only be
referred to in relation to all data collected. All data collected will be stored in
researcher’s faculty advisor’s office in a locked drawer and copies of informed
consent will be stored separately from responses with no information linking them.

STATEMENT BY PERSON AGREEING TO PARTICIPATE IN THIS
STUDY
I have read this informed consent document and
the material contained in it has been explained to me verbally. I understand each part
of the document, all my questions have been answered, and I freely and voluntarily
choose to participate in this study.

_________________________________________________________________
Date
Signature of Research Participant

___________________________________________
Printed Name of Patient/Research Participant
Consent obtained by:

________________________________________________________________
Date
Signature
________________________________________________________________
Printed Name and Title
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